Conclusions: ExTcPO 2 can reliably diagnose significant IIA inflow stenosis. It is simple and noninvasive and can serve as a valuable screening tool to differentiate buttock claudication from other neuromuscular causes of low back, buttock, and hip discomfort as well as to confirm adequacy of aortoiliac revascularization postoperatively in conjunction with standard, noninvasive vascular evaluation with ankle-brachial index.
Objective: A fragmented health care system contributes to suboptimal resource utilization and care coordination. A Care Delivery Redesign (CDR) for the vascular surgery service was developed to improve diagnosis-related group (DRG) assignment, to decrease length of stay (LOS), and to minimize care variation through standardized care pathways. We measured the value of CDR through hospital financial metrics.
Methods: The CDR consisted of a physician champion, inpatient nurse practitioner, and dedicated case manager. The vascular surgery nurse practitioner played a central role in CDR by facilitating all aspects of patient care coordination, resident education, and communication with hospital coding specialists. A real-time weekly inpatient tracker was created and reviewed weekly during vascular conference. The tracker contains patient identifier, admission and discharge date, attending, admission and discharge unit, current LOS, Centers for Medicare and Medicaid Services geometric mean LOS, and corresponding DRG. Tools created to track performance and to ensure sustainability included daily discussions of barriers and solutions on patient rounds, creation of a vascular surgery mobile app for residents, and a patient avoidable delay tracker. End points included LOS, total variable cost, case mix index, and vascular surgery contribution margin compared with pre-CDR contribution margin.
Results: Implementation of CDR resulted in a 23% decrease in LOS, reducing the gap to Centers for Medicare and Medicaid Services geometric mean LOS by 1.6 days, from 2.2 days to 0.5 day. Improvement and changes in documentation captured accurate DRGs, which resulted in an increase in case mix index of 21%. This resulted in contribution margin amounting to $1.88 million.
Conclusions: The CDR structure as described reduces hospital LOS and improves financial service metrics. The structure is predicated on a dedicated service line advanced practitioner, weekly service tracker review, and real-time management of barriers and solutions to system-related issues. As designed, CDR provided significant financial benefit to the hospital while facilitating patient care.
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Clinical Impact of a Wound Care Center on a Vascular Surgery Practice Alyssa M. Flores,Objective: Wound centers provide an opportunity for specialty services to deliver aggressive wound care before and after revascularizations or hospitalizations and must work closely with vascular surgeons. Such a program would therefore be expected to have a significant impact on the affiliate vascular surgical practice. The purpose of this study was to evaluate the impact of a new wound care center's opening on the practice patterns of a tertiary care vascular surgery service.
Methods: After Institutional Review Board approval, a prospectively maintained institutional database was queried for patients undergoing lower extremity revascularization, amputation, or surgical débridement for a 2-year period (2011-2013) before (BWC) and a 2-year period (2014-2016) after (AWC) the opening of an affiliated wound care center. Patients with claudication, critical limb ischemia, or chronic wounds were identified. Practice volumes, surgical indications, and operations performed in limb salvage patients were analyzed. The c 2 and Fisher exact tests were used to compare differences in presentation at time of intervention and procedure between the two study periods.
Results: There were 487 procedures identified in the BWC cohort and 1209 procedures in the AWC cohort that met inclusion criteria. These cases composed 20% of the total cases performed during the BWC period in the vascular practice as a whole compared with 29% of the total vascular cases performed in the AWC period (P < .0001). Patients treated in the AWC cohort presented more commonly with diabetic foot wounds (7% vs 13%; P ¼ .0002). There was no significant difference in the proportion of patients undergoing revascularization (60% vs 57%; P ¼ .2) or surgical débridement (8% vs 11%; P ¼ .1); however, the major amputation rates were lower in the AWC time period (13% vs 9%; P ¼ .05). No differences were seen in the types of revascularization procedure performed between cohorts, although there was a trend toward increased infrapopliteal and inframalleolar interventions in the AWC period.
Conclusions: The opening of a wound center affiliated with a tertiary care vascular surgical practice was associated with an increased proportion of limb salvage patients treated and lower major amputation rates. Objective: The long-term outcomes of endovascular aneurysm repair (EVAR) are not satisfactory. In 10 years, the mortality approaches 80%. It is assumed that immune and autoimmune reactions can play a role in the development and progression of abdominal aortic aneurysms (AAAs). The aim of this study was to assess the content of circulating natural killer (NK) cells in the preoperative and postoperative period of EVAR of AAA and to compare it with the level of circulating endothelial cells (CECs).
Methods: NK cells and CECs were counted by flow cytometry in blood samples of patients before EVAR and within 2 weeks and 6 months after the operation. Markers CD16 + CD56
+ and CD146 + CD45 À were used to identify NK cells and CECs, respectively. Results: CEC levels in patients with AAA are significantly increased in comparison with healthy donors (22.1 6 2.9 cells/L and 3.0 6 0.5 cells/L, respectively). In the early postoperative period, a slight insignificant decrease in CEC levels was observed. However, in the remote postoperative period, a statistically significant decrease in the level of CECs was detected (P < .05). The level of NK cells in the early postoperative period was significantly decreased compared with the preoperative level (212.9 6 23.6 cells/L and 326.5 6 30.3 cells/L, respectively; P < .05) and returned to the basal level in the long-term postoperative period. A negative correlation was found between NK cells and CECs after EVAR (r ¼ À0.440; P < .02).
Conclusions: The obtained data confirm participation of innate immunity in the reparative process after endovascular correction of AAA. It causes the systemic chronic inflammatory reaction. That explains unsatisfactory long-term outcome after EVAR and points to new therapeutic targets in this disease.
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Aortic Dissection-Related Mortality in Washington State Remains Unchanged From 1996 to 2016 Matthew A. Bartek, Gabriel Aldea, Jimmy Nguyen, Sara Khor, Larry Kessler, Sherene Shalhub. University of Washington, Seattle, Wash
Objective: Long-term outcomes for patients with aortic dissection (AD) are difficult to assess because of incomplete follow-up, and mortality reporting for dissection is sparse. From 1996 to 2016, there was a significant decline in aortic aneurysm-related mortality rates in Washington state. The aim of this study was to evaluate AD related mortality in Washington state from 1996 to 2016 with the hypothesis that a similar decline in mortality would be observed.
Methods: Death certificates from 1996 to 2016 in Washington state were analyzed for cases in which AD was listed as an underlying or contributing cause of death (COD). International Classification of Diseases (ICD) codes for AD (ICD-9, 441.0; ICD-10, I71.0) do not differentiate AD types. To account for the state's population growth over time, age standardization was performed using 10-year age blocks, standardizing to the 2016 *Abstracts with asterisks after the title were selected to participate in a special "International Poster" session, originating after the initial call for submissions.
